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Box 1: Patient Scenario
Mrs. C is a 72-year-old woman who had been coughing with an intermittent fever for six days when she came to her
community emergency department (ED). Her past medical history was significant for active cigarette smoking, chronic
obstructive pulmonary disease, hypertension, and coronary artery disease. Her medications at baseline included simvastatin,
lisinopril, and an albuterol metered dose inhaler, and she managed daily self-care at her home. She had spent the past 2 days
sitting on the couch. Mrs. C was anxious about going to the ED during the COVID-19 pandemic, but also worried she was too
weak to get in and out of the shower alone. In the ED, her vital signs were HR= 101, BP= 146/85, RR= 20, T= 98.9ºF, O2 Sat=
93% on room air, 98% on 2 liters nasal cannula. Her chest X-ray was notable for a patchy infiltrate of her right lower lobe. A
diagnostic nasopharyngeal molecular swab was sent for COVID-19 testing and results were pending. Hospital admission was
advised. Mrs. C refused because she needed to take care of her dog at home. “I’m not staying in the hospital tonight,” she told
the ED nurse. Mrs. C had decision-making capacity and discussed the benefits and risks of leaving the ED with the provider.

INTRODUCTION
The COVID-19 crisis has exposed deep problems in the way we care for medically complex older adults.
However, it has also accelerated opportunities to support and keep these individuals safely in their homes both during
the pandemic and in the future. Mrs. C’s situation represents the common ED dilemma of an independently living,
medically complex older person with declining health who doesn’t necessarily require hospitalization. Many ED
providers would admit Mrs. C to the hospital, potentially increasing her risk for COVID-19 or other nosocomial infection
and filling a bed potentially needed by a sicker patient. Alternatively, she might be sent home alone, but risk returning to
the ED quickly. However, there is a third option, where providers could ensure Mrs. C’s safe transition back home by
discussing her goals and preferences, assessing her medical and social needs, identifying gaps, and arranging in-home
services right from the ED. We propose that by investing in transitional care coordination encompassing comprehensive
assessments, onsite case management and referrals to health and social services at home, EDs can meet the medical and
social needs and the preferences of patients like Mrs. C.

HOME AND COMMUNITY-BASED SUPPORTS: MATCHING PATIENT NEEDS TO THE APPROPRIATE
LEVEL OF CARE
There is a broad range of medical, community, and social services to help patients like Mrs. C in the home. But
until recently, home health and community-based programs have been underutilized by ED providers. This may be
because providers either do not know what services are available or lack pathways to access them. Many of these
services are covered by Medicare if there is a medical need. Some services are offered through community-based
organizations. Importantly, in most cases social workers or care coordinators can potentially connect patients to these
services directly from the ED.
Home health care offers therapeutic and some non-therapeutic services, often after acute events such as a joint
replacement. Services may include skilled nursing, physical, occupational and speech therapy, and wound care. Home
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health services may also include aides to assist with daily activities like cooking, feeding, bathing, dressing, safely moving
about the home, taking medications, and providing companionship. While Medicare covers some home health care
services, long-term personal care services are generally paid through Medicaid or private pay.1
For routine medical care, patients with complex medical conditions who are homebound or have difficulty
getting to a doctor’s office may benefit from home-based primary care (HBPC).2 In these “house call” programs, an
interdisciplinary team manages patients’ care needs on a long-term basis, with regular in-home visits from medical
providers. Another emerging model of home-based medical care is the Veterans Health Administration’s medical foster
home program, where up to three individuals may live in the home of a trained caregiver supported by a home-based
primary care team.3
For higher levels of care, Hospital at Home programs are an innovative model that is increasingly available.4 This
home admission option provides acute care (for instance, infusion services) that can allow patients to return home from
the hospital sooner or avoid a hospital stay altogether with daily monitoring. And, for patients living with a serious
illness, home-based palliative and hospice care can provide specialized medical care focused on quality of life.5
Finally, community-based services also play an important role in home support. In a growing number of areas,
community paramedics are partnering with health systems and community-based programs to deliver and set up
equipment like pulse oximeters and home monitoring devices.6 They also assist with chronic care management,
medication administration, and post-discharge visits. Other community-based programs may provide support such as
Meals on Wheels, transportation, outreach and counseling, and other services to older adults.

THE CHANGING ROLE OF THE ED: BUILDING TRANSITIONAL CARE CAPACITY
EDs have traditionally served as the health care safety net for acute medical care needs, providing health care to
underserved and disenfranchised populations.7 In the past decade, the role of the ED has expanded. EDs now provide
many ambulatory-type services. Primary care practices increasingly refer patients to the ED for “complex diagnostic
workups.”8 ED encounters are often sentinel events unmasking unmet social and functional needs that can be addressed
with the home delivery of social and medical services. But in EDs lacking the staffing and assessment tools to access and
establish potential home supports and medical care, patients are often admitted for failure to thrive (or the infamous
“social admission”). (See Figure 1.) This decision may conflict with patient preferences and fill needed hospital beds.
EDs can build capacity to support
outpatient transitions of care by
putting systems in place to:
• assess patient risk and determine
appropriate types of discharge.
• identify appropriate and available
community-based services.
• enroll patients directly in these
programs.
Assessment tools like the
Identification of Seniors at Risk (ISAR)
can help identify older patients who
risk experiencing adverse health
outcomes and need support. Many
Figure 1: Existing Care Pathways for Emergency Providers
EDs have already integrated the ISAR
tool with case management and social
9
service interventions to improve successful transitions back home. Programs such as NowPow, which is integrated into
the EPIC electronic medical record system, can help assess patients’ home environments, identifying unmet social needs
and linking patients with nearby community resources.10 EDs may also consider developing their own decision support
tools to determine whether a patient can be safely discharged home with assistance. These tools take into account
factors such as the frequency of a patient’s ED visits, the time and date of the visit in relation to service availability (as
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some programs may not be able to enroll new patients at night or on weekends), and resources available at home,
including food, medications, and family or other caregivers.
Adequate staffing is perhaps the most daunting challenge in supporting safe outpatient transitions to home.
Many EDs lack discharge planners with established processes of contacting and coordinating community-based care.
While some EDs have a case manager or a social worker who can assist in engaging these services, they may only be
available on certain days or hours. Dedicated case management staffing is a worthwhile and necessary investment for
EDs to meet quality goals of safety, timeliness, patient-centeredness, efficiency, effectiveness, and equity in patient care.11
Geriatric Emergency Departments (GEDs), which have emerged to address the special care needs of older patients, can
serve as a model. Embedded case managers are so essential to this model that the highest level of GED accreditation
through the American College of Emergency Physicians requires 56 hours of such ED coverage per week.12 These nurse
care managers, case managers, or social workers can coordinate essential services for patients to return to the
community and live at home. Services include home safety evaluations, delivery of medical equipment, and provision of
in home and follow-up care. EDs with geriatric accreditation also have ED staff dedicated to geriatric care, provision of
interdisciplinary teams, geriatric skills training for staff, geriatric-friendly policies, and quality improvement efforts
focused on the care of older adults. GED accreditation is relatively new and the benefits to patient outcomes are still
being studied. However, implementing GED accreditation standards that empower ED staff to manage older patients
more knowledgeably and effectively can also improve ED providers’ ability to safely transition patients to home.
EDs do not have to make large-scale investments in transitional care immediately but can start with modest
steps. These may include partnering with physical therapy or other departments connected to community-based care to
provide consultations. They can assign a social worker to the ED part-time to gain insights into the impact of geriatricoriented case management and community referrals on length of stay, discharge to home and returns to the ED. Other
interim solutions to increase coverage or manage gaps in outpatient transitions include using telehealth to initiate
geriatric assessments or initially placing the patient into observation until services are available the next day. These
preliminary steps can help demonstrate the
value of these services and build the case for
dedicated resources and staff.
Table 1 is adapted from a paper by
Robert Kane10 and describes a menu of
possible home care services, current challenges
in coordinating them from the ED, and
potential solutions. These changes lead to a
more integrated and coordinated system that
provides a pathway to return patients safely to
their homes with the support they need. (See
Figure 2.) While these suggestions primarily
focus on what EDs can do, it is also important
to note that broader systemic challenges
remain. Home health services have historically
had limited capacity and are underFigure 2: Pathways Supporting Outpatient Transitions of Care from the ED
reimbursed. For example, home care workers’
low pay and poor job quality has driven dramatic workforce shortages that will only increase without significant national
and state-level investments.13 Advocating around these broader policy issues is also an important component of
supporting transitions to home-based care.

Table 1: Menu of Health and Social Services at Home, Coordination Challenges, and Potential Solutions
Service at
home

Description

Challenges to
Coordination from the ED

Other Challenges

Potential Solutions
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“Skilled”
home health
care

Personal
care services

Services generally associated
with recovery from acute care,
such as skilled nursing;
physical, occupational and
speech therapy; wound care,
or IV care.

Not seen as part of
Emergency care. Services may
not be available unless preestablished prior to ED visit.

Assistance with ADLs (bathing,
eating, dressing) and IADLs
(shopping, cooking,
housework) and
companionship.

Not seen as part of
Emergency care. Services
may not be available unless
pre-established prior to ED
visit.

Requirement of skilled
services for patient.
Availability shortage with
limited resources.

Most physicians not aware of
these services, and who can
help organize these.

Palliative
care or home
hospice

Specialized medical care for
people living with a serious
illness.
If a patient has a lifeexpectancy of less than six
months, this may include
additional hospice services.

Not all hospitals have access
to a palliative care team.
Where there is access, ED
clinicians may not know how
to utilize these specialized
services.

Lag time from referral;
Medicare only covers
intermittent care and limited
visits; low reimbursement;
may only admit patients
during certain hours.

Social work or case
management in ED to
assess need, eligibility,
and access to services.

Lag time from referral; low
reimbursement; limited
Medicare coverage; limited
scope of practice; may only
admit patients during certain
hours.

Social work or case
management in ED to
assess need, eligibility,
and access to services.

Only covered by Medicare if
coupled with a “skilled” home
care need (see row above).
Under Medicare, these hours
are frequently limited.
Medicare reimbursement
requires hospice patients to
forgo further curative
treatment.

Establish 24-hour
admission.

Establish 24-hour
admission.

Social work or case
management in ED to
assess need, eligibility,
and access to services.
Train ED clinicians in
goals of care and
advance care planning.

Hospital at
Home

Acute, hospital-level care in
the home, provided by an
interdisciplinary team with
daily monitoring by a
physician or nurse
practitioner.

Most ED patients are not
candidates. Patients must be
screened for need as well as
home safety, which may
potentially increase time in
ED.

Payment not yet widely
available, only reimbursed by
Medicare through waiver.

Partnerships between ED
and system Hospital at
Home program; ability to
admit directly from ED.

Home-based
primary care
(HBPC)

Long-term primary care in the
home, provided by an
interdisciplinary team.

Services not available for most
ED patients unless already
pre-established prior to ED
visit.

Limited availability, payment
specific criteria (Must meet
Medicare “homebound”
criteria for payment, diagnosis
specific, etc.)

Community
Paramedic
Home
Programs

Advanced paramedic services
such as health assessments,
chronic disease management,
medication management,
discharge follow–up.

Service not available in many
regions and cities.

Limited availability in rural
areas.

Partnerships between ED
and system HBPC
program; process to
admit directly from the
ED; broaden eligibility
criteria.
Include in payment
models and establish
new programs in higherdensity areas.

Communitybased
programs

Nutrition assistance (e.g.,
Meals on Wheels),
transportation, outreach and
case management, household
support, legal assistance, and
other resources.

Many physicians do not know
how to access and utilize
these services.

Services may be unavailable or
have a wait list. Patients may
be reluctant to enroll.

Social work or case
management in ED to
assess need, eligibility,
and access to services;
use of tools integrated
into EHRs to identify
available local services.

WHAT DOES THIS MEAN FOR MRS. C?
The COVID pandemic has highlighted the urgency of enhancing home-based supportive services. For Mrs. C, the
ED was able to help identify the cause of her acute illness. But, her refusal for admission introduced a need to balance her
autonomy, preferences, and safety. Without clearly identified needs and a coordinated discharge plan to fill in the gaps,
her health would likely continue to deteriorate, and Mrs. C would return to the ED.
Mrs. C’s COVID test was negative. She met with the ED’s care coordinator, who assessed her medical and social
risk and asked questions about her home environment. The care coordinator worked with the ED physician to order
oxygen delivered to Mrs. C’s home by community paramedics. The care coordinator was also able to enroll Mrs. C in a
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local Visiting Nurse Service with 24-hour admission, where she will receive timely follow-up from a nurse. Going
forward, if Mrs. C’s mobility and COPD symptoms do not improve and she meets the Medicare criteria for being
homebound, she can be enrolled in her hospital’s home-based primary care program. She can then receive home visits
on an ongoing basis and may qualify for aide services to help with her self-care.
Mrs. C’s case demonstrates that reaching beyond the usual walls of our healthcare settings can be an important
third option for the ED that preserves patient independence and provides high-quality, patient centered emergency care.
Box 2: Key Wrap Up Points
•
•
•
•

When hospital admission is less than desirable and sending a patient home alone feels unsafe, health and social
services at home are a valuable third option.
Coordinating home support services from the ED is effective care delivery and aligns with health systems’ goals of
decreasing avoidable admissions.
Developing capacity to assess and refer patients to home support from the ED is part of good emergency care.
Change doesn’t have to happen overnight. Taking small steps now can help EDs build toward high-quality, patientcentered care for older patients.
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